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Background: There is a high prevalence of dental disease in the United States. Some 
populations face multiple barriers to accessing dental care like access to transportation, insurance 
and a provider who accepts it, and a provider who speaks the same language. Dental care 
management workforce models help expand access to dental care through care coordination, 
which involves connecting people with a dentist and the resources needed to access it. The 
Community Dental Health Coordinator (CDHC) is a dental care management model.  
Objectives: This formative process evaluation of the Catawba Valley Community College 
(CVCC) CDHC program seeks to understand program structure; determine if the program is 
meeting its objectives, including employment of CDHCs; and determine strengths, weaknesses, 
opportunities, and threats related to program implementation and long-term success.  
Methods: Mixed methods were used, including constructing a logic model, key informant 
interviews, and survey of program graduates.  
Findings: Program structure involves student recruitment, program education, employment, and 
connections with external partners. Overall the program is meeting its objectives although there 
are some areas for improvement. There are also various other strengths, weaknesses, 
opportunities, and threats related to student recruitment and enrollment, course content, 
instructional methods, communication, program completion, and graduate employment. 
Conclusions/Implications: Steps can be taken to ensure the model is sustainable. Notably, the 
program should consider creating an advisory board and engaging stakeholders. Program specific 
objectives could be created, and course material could be modified to better meet certain 
objectives. Enhancing communication between instructors and students and among instructors is 
also important.  
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Introduction to the Oral Health Crisis and Dental Care Management Models  
 
Despite advancements in oral health over the last half of the twentieth century, The Surgeon 
General’s Report on Oral Health showcases how dental caries are the most prevalent chronic 
disease among children (U.S. DHHS, 2000). Further, the two most common oral diseases, caries 
and periodontal disease, are among the most prevalent chronic diseases among all people, even 
though they are largely preventable (U.S. DHHS, 2000).  
 
Consequences of oral diseases last throughout a lifetime and affect multiple aspects of a person’s 
life. Physical consequences include the pain associated with decaying teeth, which can lead to 
difficulty eating and drinking and thereby increases the likelihood of nutritional deficiencies 
(Griffin et al., 2016). Pain can also negatively affect speaking (Colgate Professional, 2019).  
 
Problems with speaking, as well as the odor and appearance associated with oral disease 
threatens a person’s confidence. A quarter of American schoolchildren reported not laughing or 
smiling and a fifth reported avoiding making friends due to their teeth (Jackson et al., 2011). The 
social and physical consequences of oral disease make attending school difficult for children. In 
fact, children with poor oral health in North Carolina (NC) are nearly three times as likely to 
miss school due to dental pain than those with good or average oral health (Jackson et al., 2011). 
Missing school can hinder educational achievement, affecting economic opportunity later in life. 
 
Economic consequences of oral disease include decreased economic opportunity and the high 
costs of treatment. Left untreated, dental caries can lead to loss of teeth and degradation of the 
entire smile into adulthood, which affects the hiring process. Many young and low-income 
Americans said their teeth affected their job prospects (ADA, 2015). Consequently, those with 
poor oral health are often unable to be gainfully employed and thereby unable to afford the costly 
care they need.  
 
In NC, many people face various barriers to accessing oral health care, including economic, 
geographic, and cultural barriers, among others. Only 29.7 percent of NC dentists participate in 
Medicaid or CHIP, limiting access to care for financially disadvantaged populations (ADA 
Health, 2018). Additionally, NC ranks 29th in dentists per capita with only 53.12 dentists per 
100,000 people, which limits access to care for everyone (ADA Health, 2021). Along with a 
shortage of dental providers across the state, there is also an uneven distribution of providers. 
Three counties do not have a practicing dentist, and 77 out of 100 counties are designated Dental 
Health Provider Shortage Areas (Spero, 2018; NC Office, 2020). Accordingly, NC’s rural 
populations have considerable oral health care access challenges, which are compounded among 
disadvantaged populations (Millman, 1993).  
 
Oral disease disproportionately harms certain populations, including members of racial and 
ethnic minority groups, older adults, children, and poor families (U.S. DHHS, 2000). In North 
Carolina, Hispanic, Black, and American Indian populations, as well as those in areas of low 
socioeconomic status face particularly high rates of dental disease (Vidrine et al., 2018). These 
disparities result from factors including limited access to dental care, poverty, and other social 
determinants of health. Social determinants of health include the conditions where people live, 
work, and play that affect one’s health (CDC, 2020b). Landmark studies show how the 
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medicalization of health is limited in effectiveness. Social determinants often stand in the way of 
desired outcomes and without addressing these determinants, good overall health cannot be 
achieved (Braveman, & Gottlieb, 2014; Lantz, 2019; Lantz et al., 2007; McGovern, 2014).  
 
Poor oral health is caused by complex interactions between multiple determinants, including 
social and economic factors, the physical environment, individual behavior, and access to dental 
care (Fahrion & WHO, 2020). Specifically, poor oral hygiene practices, inadequate access to 
dental care, a diet high in sugar, and lack of fluoridated water is linked to an increased 
prevalence of caries (Carvalho et al., 2001; Gupta et al., 2013; Toth & Keszthelyi, 1991). The 
many physical, social, and economic consequences of poor oral health and its disproportionate 
impacts on populations in NC makes new, innovative oral health care workforce models that 
address determinants of poor oral health increasingly more important to consider.  
 
Dental care management workforce models focus on expanding access to oral health care for 
vulnerable populations through care coordination, which involves connecting people with a 
dental home or an “ongoing relationship between a dentist and a patient, inclusive of all aspects 
of oral health care delivered in a comprehensive, continuously accessible, coordinated, and 
family-centered way” (AAPD, 2015, p. 12). Care coordination also connects people with the 
resources they need to access a dental home, including reliable transportation, comprehensive 
health insurance and a provider who accepts the insurance, a provider that speaks the same 
language as patients, and oral health education (“Care”, 2018).  
 
Integrated dental care management workforce models offer a way to address social determinants 
of health that often stand in the way of desired oral health outcomes, including economic, 
geographic, and cultural barriers to accessing dental care (ADA, 2020a; ADA, 2020b; ADA, 
2020c; ADA, 2015a; ADA, 2015b; Williams, 2019). Moreover, models within dentistry and 
medicine show expanding access to care can improve clinical outcomes (Pronych, Brown, 
Horsch, & Mercer, 2010; Ruggiero, Pratt, & Antonelli, 2019). By connecting patients with 
access to dental care, oral health outcomes may be improved.  
 
A type of dental care management model that focuses on expanding access to oral health care 
through care coordination is the Community Dental Health Coordinator (CDHC) model. This 
ADA-formalized model has specific educational curriculum, training and internship 
requirements, and professional licensure requirements before employment. Specifically, a CDHC 
candidate must be a Registered Dental Hygienist, Certified Dental Assistant, or Dental Assistant 
before enrollment in the program or obtain one of those degrees alongside the CDHC 
certification for certain programs (ADA, 2020a; ADA, 2020b; ADA, 2020c; IOM, 2009). The 
typical duration of a CDHC program is 1.5 years, with two semesters of education and a 6-month 
internship (The Pew Charitable Trusts, 2009). The national curriculum is not geared towards 
target populations, but a CDHC model may be adjusted for communities served as long as 
CDHC model requirements are met. While it takes longer for a CDHC to be able to be employed 
given the formalized criteria that needs to be met first, once employed, a CDHC is already 
equipped with education and training (ADA, 2020a; ADA, 2020b; ADA, 2020c; IOM, 2009).  
 
The following logic model shows the anticipated actions and results of implementing a dental 
care management model program. Implementing a model focused on care coordination and 
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patient education will allow barriers to accessing, seeking, and utilizing dental care to be 
addressed. Thereby access to and use of a dental home is expanded. Further, the dental home will 
continuously aim to improve oral health, and ultimately better oral health outcomes will be 




Catawba Valley Community College Community Dental Health Coordinator Program. A 
CDHC program was recently established at Catawba Valley Community College (CVCC) in 
Hickory, NC. This program consists of online educational curriculum and training that is 
generally completed in 2 semesters, or 32 weeks (Catawba Valley Community College, 2020). 
With the online, asynchronous curriculum and training, CDHC candidates are able to take more 
time to complete the program if needed, and most candidates do not complete the curriculum and 
training more quickly than 2 semesters (Adams, 2020). Starting in weeks 12 or 13 of the 
educational curriculum and training, candidates start a 120-hour internship requirement working 
as a CDHC in their community (Catawba Valley Community College, 2020). Two cohorts 
composed of individuals from NC, as well as other states have graduated from the CVCC 
program since its beginning during April 2019. Another cohort began during late October 2020 
(Adams, 2020).  
 
Overall funding does not seem to pose a large burden for this program. The ADA gives CDHC 
curriculum to CVCC CDHC program free of charge, as long as CVCC CDHC program follows 
curriculum use contract (Adams, 2020). Therefore, creating and maintaining the curriculum itself 
is essentially free. Moreover, CVCC itself charges each student the only fee incurred of $180 
(Adams, 2020). If any student cannot pay CVCC fee, they can apply for ADA-funded 
scholarships. The ADA generally grants scholarships for every applicant (Adams, 2020). The 
CVCC CDHC program courses also count for full-time equivalent hours (FTEs), which are 
awarded based on the number of course hours and number of students enrolled. CVCC uses state 
funding received for FTEs to pay for staff and facilities at CVCC, including those of the CVCC 
CDHC program (Adams, 2020). The CVCC CDHC program is low cost for students to enroll in 
and complete, as well as low cost for CVCC to maintain.  
 
This program would benefit from a formative process evaluation to ensure it is feasible, 
appropriate, and acceptable, as well as to determine how well its services delivered are matching 
those planned. Therefore, the goal of this evaluation is to inform decision making related to the 
program’s improvement and ensure its long-term success. Evaluation questions include: 
 
● How is the CVCC CDHC program structured?  
● Is the CVCC CDHC program meeting its objectives, including employment of CDHCs?  
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● What are the strengths, weaknesses, opportunities and threats related to the 
implementation and long-term success of the CVCC CDHC program? 
 
There is no prior evaluation of the CVCC CDHC program. However, there is early evaluation of 
other CDHC programs in the US that can be used to advise this evaluation.  
 
Review of Current Literature Regarding Dental Care Management Models 
 
The Community Dental Health Coordinator Model. In all 50 states, CDHC education and 
training can be received in person and/or online, and 45 states have CDHC graduates, trainees, or 
schools. There are more than 460 program graduates, as well as 200 students enrolled in 
programs collectively (ADA, 2020c).  
 
Upon graduation, CDHCs are able to provide clinical care and help address barriers to accessing 
dental care. In Arizona, one CDHC began working with a single-dentist practice in a remote, 
rural location. Increased billable procedures and increased total care value of services provided 
highlighted how the CDHC was improving access to care (Manchir, 2018a). In this case, the 
CDHC was providing some oral health care services in addition to coordinating care (Manchir, 
2018a). It is important to note how CDHCs can be trained in as little as six months, faster than 
other dental health professionals, and can contribute to care delivery (Manchir, 2018a). 
Thereafter, outcomes of the CDHC program speak to increased billable procedures or increased 
revenue.  
 
Many CDHC graduates are employed conveniently where vulnerable populations who need 
dental care are located, addressing geographic barriers to care. In Arizona and Oklahoma, 
CDHCs are employed in tribal communities. One CDHC provided services in a rural tribal 
community health center’s diabetes clinic one day per week and served 114 patients over a nine-
month period (ADA, 2012). This resulted in a 0% rate of missed appointments, while the overall 
rate of missed appointments center-wide was 18% (ADA, 2012). However, this study is isolated 
and only considers the employment of a CDHC and not if these patients needed help with 
addressing other social determinants before accessing care. 
 
Moreover, at a 2-day clinic in New Jersey during 2018, nearly 200 veterans received dental care 
and 78% established a dental home with the help of CDHCs (Manchir, 2018b). This clinic was 
held by a community health center, with whom patients could establish a dental home (Manchir, 
2018b). In addition to utilizing CDHCs to coordinate care, employing a safety net clinic in the 
place where a dental home can be established fosters more convenient, comfortable connections 
to a dental home for patients. 
 
Notwithstanding, the CDHC model often employs culturally competent individuals from the 
communities served, who are able to better understand the needs of vulnerable target populations 
and connect them with the resources necessary to access optimal oral health (ADA, 2020a; ADA, 
2020b; ADA, 2020c; IOM, 2009). These individuals may speak the same language(s) as the 
communities they serve, which often helps the people in those communities feel more 
comfortable (ADA, 2020a; ADA, 2020b; ADA, 2020c; IOM, 2009).  
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CDHCs have the opportunity to greatly improve oral health literacy of target populations through 
oral health education delivered in a patient's native language, with consideration of cultural 
diversities affecting patient perceptions. The importance of good oral health for overall health 
and well-being cannot be overstated. Unfortunately, the American public remains largely 
unaware of the importance of good oral health and lacks understanding of how the most 
prevalent dental diseases are entirely preventable ("Removing"; Mertz, 2016). These models 
markedly offer an opportunity to improve oral health literacy.  
 
With an understanding of the importance of good oral health, people are more likely to seek and 
utilize oral health care. For example, a person may face no barriers to accessing oral health care 
services, but because they do not understand the importance of good oral health they choose not 
to go to the dentist. Thereby, these models not only improve access to oral health care but 
promote the utilization of oral health care services. Nevertheless, improved oral health literacy 
alone does not always directly translate into seeking and using oral health care services. A 
patient with oral health literacy might understand the importance of oral health care services but 
face other barriers to accessing or utilizing care, such as transportation ("Removing"; Mertz, 
2016). Along with improving oral health literacy, by connecting the patient to transportation, 
access to and use of care is expanded. Improving oral health literacy and expanding access to 
care go hand in hand. 
 
An integral part of the CDHC curriculum and training is motivational interviewing, a 
collaborative, person-centered form of guiding to elicit and strengthen motivation for change. 
This training allows CDHCs to effectively communicate with people in their communities and 
mitigates cultural barriers that may reduce their effectiveness (ADA, 2015a; ADA, 2015b; 
Williams, 2019). In Pennsylvania, policy changes resulted in an increase in the number of adults 
eligible for dental services under Medicaid (ADA, 2015b). Thereafter, more people were 
flooding to community health centers throughout the state for dental treatment (ADA, 2015b). A 
CDHC described how she was able to help patients feel comfortable receiving the care they 
needed. “As a CDHC I’m a great help because of the motivational interviewing skills that I 
learned during my training. That can be as simple as just looking the patient in the eye and 
having an open conversation with them,” (ADA, 2015b). Similarly, a CDHC in Vermont 
explained:   
 
"Where I feel that my CDHC training benefits me is in everything I've learned about 
cultural competency and motivational interviewing. I feel like clinically and dental 
hygiene wise I know my skills, I know what I need to say, and, when I'm seeing a patient, 
I know what I need to do. But I think the CDHC for me has given more resources and 
more knowledge and information about taking that next step in being able to reach 
families in a way that's culturally competent. Some cultures don't like people looking in 
their mouths. They're offended by that. So that might come across as us trying to invade 
them. For me to be able to explain that in America, it's not an invasion — just being more 
educated on the public health dental system and the cultural competence — that goes 
with reaching out to this patient population group," (Williams, 2019).  
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Accordingly, CDHCs are equipped to interact effectively with target populations through 
motivational interviewing training and by embodying cultural competence. With this edge, they 
are able to help patients feel more comfortable accessing care.  
 
Other dental and medical care management models improve clinical outcomes. The poor 
oral health status of residents in long term care settings has been repeatedly identified nationally 
and internationally in both dental and medical literature (Pronych, Brown, Horsch, & Mercer, 
2010). Thereby, the dental navigator model, a type of dental care management workforce model, 
has been employed conveniently in the long-term care settings where residents reside. In New 
Hampshire, oral health coordinators educate patients at long-term care facilities about the 
importance of good oral health and how to adopt good oral hygiene techniques (Pronych et al., 
2010). This model realized how the nursing staff are responsible for the daily care of the 
residents, and thereafter provided resources and education to nursing staff in addition to the 
residents. The result of this model was improvement of oral hygiene in all three facilities where 
the oral health coordinator was implemented (Pronych et al., 2010).  
 
Within medicine, improved clinical outcomes as a result of care coordination have also been 
observed. A quantitative study reviewed nonreimbursable care coordination activities provided 
by nurse practitioners and associated outcomes among pediatric patients seen in two ambulatory 
infusion clinics, at Boston Children’s Hospital between January and April 2017 (Ruggiero, Pratt, 
& Antonelli, 2019). Most of the care coordination activities prevented delays in treatment, 
adverse reaction to medicine because of medicine discrepancies, need for subsequent visits, 
missed infusion appointments, and emergency department visits (Ruggiero, Pratt, & Antonelli, 
2019). This project showed the value of care coordination in improving outcomes of care for 
children with medical complexity. Similar improved clinical outcomes would be expected for 




This study is a formative process evaluation of a specific local program. Formative evaluation, in 
contrast to summative evaluation, is conducted during program development and implementation 
(Wholey, Hatry, & Newcomer, 2004, p. 67). It ensures a program is feasible, appropriate, and 
acceptable before it is fully implemented (CDC, 2020a). Process evaluation is a type of 
evaluation within formative evaluation that examines how well program activities have been 
implemented and whether they have been implemented as intended (Wholey et al., 2004, p. 67). 
This formative process evaluation utilized an implementation evaluation framework to guide 
methods, instrument development, analysis, and findings presentation. Implementation 
evaluation answers questions at various stages of a program, including assessing the need and 
feasibility, plan and design, and delivery of the program, as well as improving the program 
(Wholey et al., 2004, p. 68). Variable methods are used to answer key questions at each state 
including key informant interviews about implementation factors, program logic models, 








This formative process evaluation used mixed approach methods of implementation evaluation 
to build the efficacy of another. From these methods, it was determined by the UNC-Chapel Hill 
Institutional Review Board that this study does not constitute human subjects research and does 
not require IRB approval.  
 
Constructing the Program Logic Model.  
Study Participants. A detailed logic model for the program was developed in communication 
with a non-random sample of five key stakeholders. Four program instructors, as well as one key 
partner who employs CDHCs, were identified as key stakeholders for their direct involvement in 
the program (see Appendix I for key stakeholders and contact information).  
Data Collection Logistics. Key stakeholders were contacted via email to schedule a common 
Zoom meeting to edit a draft logic model together (Appendix IV). The model was sent to key 
stakeholders 2 days before the meeting, so they could think about our discussion in advance. 
With the permission of each key stakeholder, the Zoom meeting was audio recorded and utilized 
to make edits to the model later. Additionally, data was anonymized.  
Data Method. The logic model covers candidate recruitment, education and training through the 
program, employment after the program, and connections with external stakeholders and 
partners. The logic model was ultimately used to describe program structure, in reference to the 
first research question. Some lessons learned from developing the logic model were used to 
amend key informant interview and survey questions.   
 
Key Informant Interviews.  
Study Participants. Key informant interviews were conducted with the five key stakeholders in 
the non-random sample mentioned above (see Appendix I for key stakeholders and contact 
information). Each stakeholder was interviewed individually.  
Data Collection Logistics. Key stakeholders were contacted via email to schedule individual 
Zoom interviews (Appendix V). With the permission of each interviewee, interviews were audio 
recorded and transcribed for later use. Data was also anonymized. 
Data Instrument. An interview script with 10 questions was used when conducting interviews 
(see Appendix II for interview script). It was sent to each key stakeholder 3 days before their 
interview, so they could think about their answers in advance. Questions about student 
recruitment and enrollment, course topics, instructional methods, communication, program 
completion, and graduate employment were asked. Thereafter, the third research question about 
strengths, weaknesses, opportunities, and threats regarding program implementation and long-
term success was answered. Interview answers also supplemented understanding of program 
structure, in accordance with the first research question.  
Data Analysis. Qualitative answers to all interview questions were organized using descriptive 
codes. These conceptual codes were determined after interviews were completed to ensure 
relevant categories. Thereafter, answers and associated codes were compiled to identify common 
themes and any differences in stakeholder perceptions (O’Leary, 2017).  
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Survey of Program Graduates.  
Study Participants. The entire population of 34 program graduates from the first and second 
cohorts were included. Sixteen of the 34 graduates returned a completed survey, for a return rate 
of 47.1%. Demographic characteristics for these respondents are included in the following table.   
Table 1. Demographic characteristics of program graduates from the first and second cohorts.  
Demographic Characteristic  
Gender Identity 34 females 
Median Age 42 years 
Race/Ethnicity (28 responses) 
White 
Black or African American 
Asian 






Highest Level of Education (32 responses) 
High School Diploma 
Some College 





Data Collection Logistics. Participants were contacted via email and surveyed upon informed 
consent. Data was anonymized. 
Data Instrument. A survey questionnaire with 9 questions, of which six are quantitative and three 
are qualitative, was used for the survey (see Appendix III for survey questionnaire for program 
graduates). Questions about student recruitment, program objectives, course topics, instructional 
methods, and graduate employment were asked. Thereafter, the second research question about if 
the program is meeting its objectives was answered. Further, answers contributed to answering 
the third question, including strengths, weaknesses, opportunities, and threats regarding program 
implementation and long-term success. Survey answers also supplemented understanding of 
program structure, in accordance with the first research question.  
Data Analysis. The first, sixth, eighth, and ninth survey questions use a nominal scale. 
Thereafter, percentages for each response with a given characteristic divided by the total number 
of responses for the question were calculated. The second and seventh survey questions use an 
ordinal scale. For each statement in each question, the sample mean for values on the ordinal 
scale were calculated. Variance was also determined. Qualitative answers to the third, fourth, and 
fifth survey questions were organized using descriptive codes. These conceptual codes were 
determined after surveys were completed to ensure relevant categories. Thereafter, answers and 
associated codes were compiled into a matrix to identify themes and extrapolate common 
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program strengths and suggestions for improvement (O’Leary, 2017). Surveys in progress were 
not used in data analysis. 
 
Forming Conclusions and Making Recommendations.  
Results from key informant interviews, as well as surveys were used to clarify the program logic 
model and determine its plausibility in meeting program objectives. Conclusions about if the 
program is meeting its objectives and the SWOT analysis (third research question) were also 
formalized. Additionally, the five key stakeholders mentioned previously were contacted via 
email to schedule a common Zoom meeting. The meeting was used to plan specific steps for the 
utilization of formative process evaluation results and to delegate responsibility for changes. See 




How is the CVCC CDHC program structured? 
 
As shown through the logic model, program structure involves candidate recruitment, education 
during the program, employment after the program, anticipated outcomes, and connections with 
external stakeholders and partners. As learned through key informant interviews and the graduate 
survey, most students are finding out about the program from friends or colleagues, although 
some are finding out through CVCC Dental Hygiene or CDHC Program websites, ADA website, 
ADA CDHC presentation, and employers. Table 2 shows the number and percentages of 
graduates informed about the program through various methods. Key informant interviews and 
graduate surveys also showed that most people exiting the program are dental hygienists. Others 
are CDAs, dental navigators, dentolegal consultants, and care coordinators. Table 3 shows 
graduate employment outcomes as gathered through the graduate survey.  
 
Table 2. Student Recruitment Methods (N = 17 graduates) 
Method to Find Program Number and 
Percentage of 
Graduates a  
n (%) 
Search Engine  0 (0.00%) 
Social Media (Facebook, Twitter, etc.) 1 (5.88%) 
CVCC Dental Hygiene or CDHC Program website 2 (11.8%) 
American Dental Association (ADA) website  0 (0.00%) 
ADA CDHC presentation 1 (5.88%) 
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Referral from friend or colleague 10 (58.8%) 
Other  3 (17.7%) 
a Of the people marking other, two of them learned about the program from their employer and 
one of them learned about the program from a presentation given by Dr. Jane Grover at the 
ADA FDI (World Dental Federation) World Dental Congress.  
 
Table 3. Graduate Employment Outcomes (N = 15 graduates) 
Job Title Percentage of 
Graduates a 
n (%)  
Community Dental Health Coordinator  0 (0.00%) 
Dentist (DDS, DMD) 0 (0.00%) 
Dental Hygienist  10 (66.7%) 
Certified Dental Assistant  1 (6.67%) 
Dental Assistant 0 (0.00%) 
Dental Navigator  2 (13.3%) 
Care Coordinator  0 (0.00%) 
Administrator  0 (0.00%) 
Other  2 (13.3%) 
Graduates Who Have Ever Sought 
Employment as a CDHC 
5 (33.3%) 
a Of the people marking other, one of them works as a dentolegal consultant but was a general 
practice dentist previously. The other is a dental hygienist one day per week and a patient care 
coordinator 5 days per week.  
 
Is the CVCC CDHC program meeting its objectives, including employment of CDHCs? 
 
Overall the program is meeting its objectives by strengthening student’s ability to meet program 
learning outcomes. As shown in Table 4, the mean of graduate responses for all 10 program 
objectives is about 4, which means the graduates agreed that the program strengthened their 
ability to meet a certain objective. Specifically, for objectives 3, 6, 9, and 10 the means are 
greater than 4 and variances are less than 1, which is low. The means for objectives 1 and 2 are 
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greater than 4, but the variances are greater than 1, which is high. Additionally, the means for 
objectives 4, 5, 7, and 8 are less than 4, agree, but greater than 3, agree or disagree, and variances 
are high. Table 4 is organized from objectives that are best met to worst met.   
 
The program is also meeting its objectives by equipping students to use certain skills in the 
workplace. As shown in Table 5, the means for workplace skills 1 and 7 are 4 or greater, 
meaning the students agreed the program equipped them to perform these skills in the workplace, 
and the variances are low. While the means for skills 2, 5, and 6 are greater than 4, the variances 
are high. The means for skills 3 and 4 are less than 4, agree, but greater than 3, neither agree or 
disagree, and variances are high. Table 5 is organized by skills being met, from best to worst. 
 
While graduates are being employed as oral health care workforce personnel who use the CDHC 
education, they are not being employed as CDHCs. Some people are looking for employment as 
a CDHC, but not finding employment. See Table 3 for graduate employment outcomes.  
 
Table 4. Students’ Perspective on Program Learning Outcomes (N = 16 graduates) 
Objective 
Number 
Objective Statement Mean Degree of Agreement a 
and Variance  
?̅? (s2) 
9 This program strengthened my ability to develop a 
referral recommendation and submit it to the dentist 
for approval. 
4.25 (0.94) 
10 This program strengthened my ability to develop an 
oral preventive recommendation and submit it to the 
dentist for approval. 
4.19 (0.90) 
6 This program strengthened my ability to identify 
potential emergent dental care needs. 
4.13 (0.98) 
3 This program strengthened my ability to collaborate 
with community partners, including telephone 
management and communication skills. 
4.06 (0.93) 
1 This program strengthened my ability to collaborate 
and develop community oral health initiatives.  
4.06 (1.06) 
2 This program strengthened my ability to collaborate 
and develop oral health programs with other health 
and social services organizations and providers to 
promote oral health (e.g., Women, Infants and 
4.06 (1.06) 
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Children Programs, Head Start, mental health 
organizations, healthy baby initiatives, long-term 
care providers, hospices, senior citizen centers, 
substance abuse clinics, cancer societies, chambers 
of commerce, local businesses, school boards). 
7 This program strengthened my ability to 
communicate findings to the supervising dentist 
using electronic or paper transmissions. 
3.94 (1.18) 
8 This program strengthened my ability to revise the 
screening/assessment based upon dentist directive. 
3.88 (1.23) 
5 This program strengthened my ability to facilitate 
basic legal and regulatory compliance (e.g., HIPAA, 
Informed Consent). 
3.81 (0.90) 
4 This program strengthened my ability to complete 
and process appropriate reimbursement papers and 
online forms. 
3.75 (1.19) 
a Response options: 1 = strongly disagree, 2 = disagree 3 = neither agree nor disagree, 4 = 
agree, 5 = strongly agree 
 
Table 5. Students’ Perspective on Program Skills in the Workplace (N = 15 graduates) 
Skill 
Number 
Skill Statement Mean Degree of Agreement a 
and Variance  
?̅? (s2) 
7 This program equipped me to address barriers to 
accessing dental care, including connecting patients 
with reliable transportation, adequate health 
insurance and a provider who accepts that 
insurance, a provider who speaks the same 
language, etc. in my workplace. 
4.20 (0.96) 
1 This program equipped me to develop and 
implement community-based oral health prevention 
and promotion programs in my workplace. 
4.13 (0.92) 
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6 This program equipped me to use motivational 
interviewing to influence patients to change oral 
hygiene behaviors and/or seek out dental care in my 
workplace. 
4.20 (1.09) 
2 This program equipped me to collaborate with 
community partners in my workplace. 
4.00 (1.07) 
5 This program equipped me to prioritize 
population/patient groups, including identifying 
patient needs, communicating with the dentist, and 
developing recommendations in my workplace. 
4.00 (1.20) 
4 This program equipped me to facilitate legal and 
regulatory compliance (e.g. HIPAA, Informed 
Consent) in my workplace. 
3.73(1.26) 
3 This program equipped me to complete and process 
reimbursement papers and forms in my workplace. 
3.67 (1.42) 
a Response options: 1 = strongly disagree, 2 = disagree 3 = neither agree nor disagree, 4 = 
agree, 5 = strongly agree 
 
What are the strengths, weaknesses, opportunities, and threats related to the 
implementation and long-term success of the CVCC CDHC program? 
 
Table 6 outlines strengths and weaknesses of the CVCC CDHC program, related to student 
recruitment and enrollment; course topics, including the internship; instructional methods; 
communication among instructors and students, among instructors, and with stakeholders; 
program completion; and graduate employment. Strengths and weaknesses are internal to the 
program and can be controlled or changed by the program. The table also describes opportunities 
and threats related to student recruitment and enrollment, program completion, and graduate 
employment. Opportunities and threats are external to the program and not in the program’s 
direct control. Supporting quotes from key informant interviews and graduate surveys are 
provided in italics. Table 7 shows CDHC employment barriers as gathered through the graduate 
survey and was used to inform graduate employment sections of the SWOT analysis.  
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Table 6. SWOT Regarding Implementation and Long-Term Success of the Program. 




• Informational sessions with 
CDHC program overview, 
how to register for the 
program, and Q&A  
• Email communication to 
answer questions of 
prospective students  
• ADA helps inform 
stakeholders and 
prospective students about 
this program  
• Some employers send 
students to the program, 
specifically Kintegra Health 
• Low cost at $180 
• Scholarship opportunities 
for students with financial 
need 
• Many people including health 
professionals and the general 
community lack of knowledge 
of the CDHC program  
• Lack of marketing 
• This is a new program, so it 
lacks its own statistics 





• All course topics are 
essential to a CDHCs work, 
including coursework on 
health disparities and the 
social determinants of 
health, community mapping, 
health advocacy and care 
access, networking skills, 
motivational interviewing 
(using the OARS 
technique), billing models 
(specifically how to assist 
patients with financing or 
payments for dental care 
including Medicaid and 
submitting forms), oral 
cancer prevention, ethical 
behavior and professional 
conduct  
• Oral cancer prevention and 
learning laws and scopes of 
practice is repetitive for some 
students, specifically dental 
hygienists and dentists, but a 
necessary part of the 
curriculum 
• Finance module lacks depth in 
funding information and grant 
writing, as well as filling out 
insurance and other 
administrative forms 
• Some students do not fully 
understand community 
profiling, needs assessments, 
and community program 
planning and evaluation even 
after coursework  
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• “I think all of the course 
topics are so vital to what a 
CDHC does. They have to 
understand those things to 
really be effective in what 
they are doing.” -Key 
Informant 
• “Motivational interviewing 
and oral health literacy 
gave huge insight into the 
'hidden' barriers many 
patients encounter when 
trying to understand health 
issues and health 
professionals.” – Program 
Graduate 
• “Motivational interviewing 
has added value in any 
clinic setting, not just the 
public health or community 
outreach sector. It has 
helped me to motivate 
patients and see results. 
Personally, the community 
outreach project has 
enhanced my career. The 
research and community 
connections have been 
beneficial on many levels. It 
has also given me the 
confidence to pursue other 
community outreach project 
where I feel there is a 
need.” -Program Graduate 
• “The lessons pertaining to 
community outreach have 
been the most valuable to 
me because this allowed me 
to see how someone can 
sincerely connect with 
• Many assisting students have 
never written program 
objectives, a skill necessary 
for creating a community oral 
health project or program, and 
this skill is not taught  
• Lack of partnerships with 
organizations where students 
can go for internships 
• Expectations for internships 
as established by a rubric do 
not match up with all 
students’ academic levels; 
some students are 
implementing the projects 
while others are just planning 
them 
• Many students fall behind 
during their internship 
• Little leadership training  
• Uncertainty about curriculum 
changes that the ADA will 
allow  
• “Many of those in attendance 
in my cohort did not have 
actual public health training 
prior to this course which 
made many aspects of this 
program challenging. Many 
had to "retrain" our brains to 
think differently than current, 
daily professional situations, 
etc. Valuable information and 
education were obtained, but 
a little more guidance would 
be appreciated. I also think, 
given the size of the 
information provided in this 
program, that this could be 
more than a certification only. 
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members of the community 
and how people value the 
same things differently. This 
allows you to create a more 
effective program to 
improve oral health by 
gaining the trust and 
support, of the community 
members working together 
as a team.” -Program 
Graduate 
• “I really like the fact there 
was a lot of detailed, 
statistical information 
provided by all the 
instructors that conveyed 
the current oral health crisis 
in my state. As a dental 
hygienist, I was able to 
utilize this information to 
begin thinking of ways I can 
hopefully help initiate long 
lasting oral health 
supporting programs in the 
community.” – Program 
Graduate 
It could easily be an 
associate’s degree or part of 
a master's degree program, 
etc.” -Program Graduate 
• “I feel like the project section 
needs more emphasis, it was 
hard thru covid, and I believe 
there should be different 
routes to be able to 
accomplish and get your end 
result. Overall, I feel like the 
course is easy, 
understandable, and it 
provides a lot of methods to 
help your community, but it's 
extremely hard when a project 
can't be done and your grade 





• Students engage well during 
class (but it is a matter of 
getting them there) 
• Mandatory monthly 
webinars with a guest 
speaker facilitate high class 
attendance   
• Fully accessible online, so 
students do not have to 
commute and can work the 
program into their schedule  
• Discussion board facilitates 
interaction among students 
• Webinars are in the evening, 
when some students are tired 
and less interactive 
• Commitment and planning is 
required for online learning   
• Lack of traditional classroom 
engagement between students 
• Hard to do discussion boards 
and class projects together 
when students are in different 
time zones 
• Many instructional videos are 
no longer supported 
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• Embedded PowerPoints, 
suggested readings, recall 
quizzes, and the internship 
are respective of most 
students learning styles  
• Introduction to Blackboard 
is especially helpful for 
students who have not 
learned online 
• Small class size allows for 
more interaction with each 
student 
•  “I think it is very well set 
up, comprehensive and 
tailored well to a part time 
course- there was just the 
right amount of work to 
need effort but not be too 
onerous.” -Program 
Graduate 
• ADA material is presented in 
PDF form, and many students 
do not learn well reading 
100+ page online documents  
• Some assignments are too 
easy for dentists and dental 
hygienists  
• Access to the Internet and a 
computer is required  
• Some students seem confused 
about program requirements, 




& instructors a 
• Verbal communication 
during live, online webinars 
is generally effective  
• Students are able to 
communicate with 
instructors outside of class 
via email and telephone if 
needed 
• Assigning students an 
instructor to connect with 
during their internship 
allows instructors to be 
more involved and better 
assist students  
• Some students fall behind and 
lose motivation to participate, 
and thereafter no longer 
communicate with instructors. 
This was attributed to 
infrequent communication 
between students and 
instructors outside of class 
• Some students seem confused 
about program requirements, 






• Written communication via 
email is generally effective 
• Verbal communication via 
telephone or video call is 
effective when it is utilized  
• Verbal communication via 
telephone or video call is 
infrequent  
• In person verbal 
communication seldom 
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occurs, as was the case prior 
to the COVID-19 pandemic 
• Lack of regular meetings 
among instructors and among 









and the ADA, specifically 
with Dr. Grover and Dr. 
Sweis who are pioneering 
the CDHC model 
• Lack of advisory board  
• Low engagement with 
dentists in NC, especially 
private practice dentists  
• Low engagement with the NC 
Dental Society, NC Dental 
Hygienists Association, 
among other state oral health 
and public health 
organizations; the CDHC 
model is not included as a 
continuing education session 
at NC Dental Society and NC 
Dental Hygienists Association 
meetings 
• Low engagement with the 
general public 
• Lack of CDHC instructor 
forum and organized 
conference, which would 
likely need to be organized by 
the ADA  
Program 
Completion a 
• Presentations to help 
students better understand 
what the CDHC program is 
and how it can be used 
facilitate passion and drive 
in students  
• Instructors actively assist 
students during their 
internships  
• Mandatory monthly 
webinars with a guest 
• The program does not fit 
academic levels of all 
students; too easy for dentists, 
some hygienists, and students 
with public health 
background, while it is too 
hard for students with little 
education or online learning 
experience   
• If a student lacks a good 
supervising dentist, they often 
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speaker are a time to check-
in with students  
• Announcements emails help 
remind students about 
assignment deadlines and 
inform them about 
upcoming assignments  
 
do not complete their 
internship 
• Students who do not realize 
the time commitment often do 
not complete the program  
• Program may be too 
“condensed” for students who 
are working full time 
• Difficult for students to attend 
mandatory webinars 
• Students mistakenly miss 
class and assignment 
deadlines, especially those in 
other time zones 
Graduate 
Employment  
 • Students are not familiar with 
the wording of job 
descriptions where the CDHC 
certificate could be utilized 




• Increased stakeholder 
engagement  
• Informing all people about 
the program, including the 
general public, dentists and 
other health professionals, 
etc. 
• “We're in the early 
introduction stages of it, at 
least in North Carolina, 
where it is going to take 
some time for dentists and 
other medical professionals 
to see it and then be able to 
accept as an auxiliary 
position. I think it will be 
very helpful to get the 
information out there to 
dentists and other medical 
• Only dental professionals are 
allowed to enroll in the 
program 
• Clinical requirements for 
enrollment  
• Financial barriers, including 
lack of better paying 
employment upon completion 
• Time commitment and life 
balance 
• “I think that they have to have 
somewhere to go with what 
they are doing. [referring to 
opportunity for employment 
or implementing a community 
oral health program]” -Key 
Informant 
• COVID-19 pandemic has 
made it hard to raise 








• Increased communication 
and student support  
• Students with personal 
motivation and plans to use 
skills after program 
completion tend to be 
successful  
 
• Job-related, family 
commitments, illness, other 
life events or personal 
problems are all reasons some 
students did not complete the 
program 
• COVID-19 pandemic has 
created an unstable 
environment where it is 
harder for students  
• Some students lack 
motivation  
•  “It is no different than a 
traditional classroom. Some 
students are very motivated 
while others just aren’t, and 
they need a little bit of help 




• Increased stakeholder 
engagement  
• Informing all people about 
the program, including the 
general public, dentists and 




• Jobs titled as CDHC do not 
exist in NC  
• Many dentists and other 
health professionals in NC are 
unfamiliar with CDHCs, 
including how they can use 
them in their practice  
• Current payments structures 
do not allow doctors to pay 
for these individuals 
• “Public health relies on 
navigators but private 
practice does not. I think one 
of the biggest challenges is 
expressing what the program 
means to the private practice 
dental community.” -Key 
Informant 
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• “It was a bit of a letdown 
when the program was over. 
Ok now we’re CDHCs, now 
what? I moved to another 
state during the program 
where no one has heard of a 
CDHC. I’m professionally 
disappointed that I’m not sure 
that I’ll every truly use this 
certification in a professional 
capacity but it has enhanced 
me personally.” -Program 
Graduate 
• “Not a lot of opportunities for 
utilization my state. Laws are 
much different. Not really 
sure it’s practical however 
thoroughly enjoyed.” -
Program Graduate 
a Community oral health project or program, community outreach project, and project (in 
general) refer to the requirements of the internship component. Class projects refer to smaller 
projects assigned with coursework other than the internship component.   
 
Table 7. CDHC Employment Barriers (N = 9 graduates) 
Barrier a n (%) 
No such jobs were advertised in their area 5 (55.6%) 
Salaries were below what they could afford to earn 2 (22.2%) 
Competition for jobs advertised 0 (0.00%) 
Workplaces wanted them to be a dental assistant, dental 
hygienist, dental navigator, care coordinator, administrator, or 
some other job position  
0 (0.00%) 
Other 2 (22.2%) 
a Of the people marking other, one of them does not speak Spanish and works in an area where it 
is a hard to be employed as a CDHC if they do not speak Spanish. The other recently began 




The CVCC CDHC program structure involves candidate recruitment, program education and an 
internship component, and program graduates who are competent in the skills necessary to 
coordinate care and influence community oral health. Candidate recruitment is primarily 
accomplished through referral by a friend or colleague. Program graduates are employed as oral 
health care workforce personnel and use their CDHC education, but are not employed 
specifically as a CDHC. While most graduates are not looking for a job as a CDHC upon 
completion of the program, those who are looking encounter various barriers to employment 
which are threats to the program. An important external factor to note is job market conditions 
and finances, which impact student recruitment and enrollment, as well as graduate employment. 
Additionally, external stakeholders including the ADA highly influence student recruitment and 
enrollment, course topics, and instructional methods. The program is not actively engaged with 
many stakeholders, which is likely harmful.  
 
Many factors influence student recruitment and enrollment. Various methods are used to recruit 
students including informational sessions, social media, websites, referrals from friends or 
colleagues, and employer referral. The importance of word of mouth communication should not 
be disregarded as 58.8% of graduates learned about the program from a friend or colleague, as 
shown in Table 2. Opportunity exists for better marketing on social media, CVCC websites, and 
ADA websites. CVCC could also consider brochures/pamphlets. It is important to note that 
employers who refer students generally understand how they can use a CDHC and have an 
employment opportunity for them afterwards. Not surprisingly, interviews and surveys show the 
low, $180 cost of the program is attractive for most students like current literature (Adams, 
2020). Student recruitment could be significantly enhanced through target interaction with 
stakeholders, which will be discussed later.  
 
The CVCC CDHC program seems to be meeting all objectives, which is especially promising for 
a new model. Program objectives can be better met through revision of course content and 
modifying instructional methods. Specifically, the program could better meet program learning 
outcomes objectives 1, 2, 4, 5, 7, and 8 as shown in Table 4, which are related to program 
planning, billing and other administrative forms, and communication with dentists. The program 
could better meet workplace skills objectives 2, 3, 4, 5, and 6 as shown in Table 5, which are 
related to collaboration with community partners, billing and other administrative forms, and 
motivational interviewing. Interview and survey responses showed course topics are all essential 
to a CDHCs work, including health disparities and the social determinants of health, community 
mapping, health advocacy and care access, networking skills, motivational interviewing (using 
the OARS technique), billing models (specifically how to assist patients with financing or 
payments for dental care including Medicaid and submitting forms), oral cancer prevention, and 
ethical behavior and professional conduct. Current literature also describes the utility of health 
determinants and the social determinants of health and motivational interviewing course topics 
when CDHCs are doing their jobs (ADA, 2020a; ADA, 2020b; ADA, 2020c; IOM, 2009; ADA, 
2015a; ADA, 2015b; Williams, 2019). However, some course topics lack depth. Specifically, the 
finance module lacks depth in funding information and grant writing, as well as filling out 
insurance and other administrative forms. Coursework also lacks depth in how to do community 
profiling, needs assessments, and community program planning, especially with measurable 
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behavioral objectives or goals. Before amending course content, clarification is needed from the 
ADA about what can be changed.  
 
Modifying instructional methods would help the program better meet its objectives. Students are 
generally engaged once they are in class, even though some are tired and less interactive during 
evening class. Continuing to require students to come to class allows students to engage with 
each other when the program is otherwise completed individually. Moreover, while PowerPoints 
and suggested readings are respective of most students learning styles, the ADA material 
presented in PDF form is generally ineffective. If this material could be presented in PowerPoint 
or hard copy form, students may be able to better learn. Additionally, some assignments are too 
easy for certain students and modifying assignments could influence student attention. Other 
students do not have time for all assignments, which may be due to the condensed curriculum.  
 
Some students face significant difficulty completing the internship component not only due to 
insufficient knowledge about program planning but due to expectations that do not match student 
learning levels and lack of a supportive supervising dentist. Students projects are graded by one 
rubric that does not match learning levels of all students. Some students are actually 
implementing their projects, while others are planning them. The rubric could be changed to 
match student learning levels, potentially by matching varying rubrics with candidate’s entry 
level certifications (i.e. CDA, RDH, etc.). Without a supportive supervising dentist, many 
students fall behind and are unable to complete their project. The program lacks partnerships 
with organizations for student internships, and with purposeful partnerships dentists could be 
more supportive. Partnerships could help health departments, dental schools, and private practice 
dentists in NC understand what a CDHC is and how it can be utilized by having an CDHC 
student intern in their practice.  
 
Another way to prevent students from falling behind during the internship and during 
coursework is by enhancing communication. Students are assigned an instructor to communicate 
with about their project but meeting is not required. Students could be required to meet with 
instructors at certain times, like to present their project plans before starting the project and to 
submit components of the project at multiple due dates when they receive feedback each time. 
This will be especially helpful for students who just lack motivation and need to be held 
accountable. If they fall behind, communication could help them not feel alone and like giving 
up. Further, increasing ways to communicate with students outside of class could help clear 
confusion about online class and assignments that contributes to students falling behind. Students 
and instructors communicate outside of class via email and telephone, but communication is not 
required like during the internship. More communication could help students realize the required 
time commitment, when many students who do not complete the program did not realize the time 
commitment. Announcement emails help remind students about assignment deadlines and 
inform them about upcoming assignments, and more of them could be useful. More use of 
discussion boards to should also be considered to enhance communication as they facilitate 
interaction among students, of whom are completing similar projects.  
 
In addition to enhancing communication among instructors and students, the program has 
opportunity enhance communication among instructors and with stakeholders. Among 
instructors, email and telephone communication is effective when utilized. But this 
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communication is infrequent and in person communication seldom occurs. Regular meetings will 
allow instructors to talk about what is working, what is not working, and address weaknesses. 
Similar to communication among instructors, email and telephone communication that occurs 
with the ADA is generally effective when utilized. Unfortunately, communication with 
stakeholders does not often occur, partly because the program actively engages few stakeholders.    
 
It is extremely important to note that although it is noted in the logic model, the program lacks an 
advisory board. Creation of an advisory board would connect the program with stakeholders who 
can help inform the CDHC candidates, employers, and the general public about the model. This 
could influence student recruitment and enrollment, as well as employment. Additionally, the 
advisory board could help with improving the program if some stakeholders are organizations 
where students can go for internships, as previously mentioned.  
 
Another part of the logic model that does not currently exist is program objectives that are 
specific to the CVCC CDHC program. In fact, the program objectives used for this evaluation 
were some of the general ADA CDHC program objectives that the program director felt the 
program targets. Program instructors and the director could create measurable objectives for the 
CVCC CDHC program to aid in implementation, evaluation, and future success. 
 
While the program can directly address most of the weaknesses already mentioned and continue 
to utilize strengths, there are some opportunities and threats to the program that are less 
manageable. Only dental professionals are allowed to enroll in the program, and there are clinical 
requirements for enrollment. This limits student recruitment and enrollment. Student recruitment 
and enrollment were also impacted during the COVID-19 pandemic as it is harder to raise 
awareness for the program, but this is a temporary threat. Further, while there are few financial 
barriers to completing the program in agreement, the opportunity cost of time always exists. The 
program takes about 9 months to complete, during which many students need to focus on their 
full-time job. Additionally, the time it takes students to compete the program is a lot for a 
certificate that is does not change their salary in some states. Other students just lack motivation 
like in a traditional classroom and do not complete the program, but there are ways to hold them 
accountable as discussed before.  
 
Notwithstanding, even though graduates are employed as oral health care workforce personnel 
upon completion of the program, they are not being employed as CDHCs. As shown in Table 3, 
33.3% of graduates sought employment as a CDHC but no graduates have been employed as a 
CDHC. Barriers to employment included no jobs were advertised for 55.6% of graduates, and 
salaries were below what they could afford to earn for 22.2% of graduates, as outlined in Table 
7. This is a threat to the long-term success of the program. If people cannot be gainfully 
employed after the program, they may stop enrolling in it altogether.  
 
This threat can be mitigated through increasing stakeholder engagement as previously 
mentioned. Opportunity exists for interaction with other dental, medicine, and public health 
organizations in North Carolina. Many dentists and other health professionals are unfamiliar with 
CDHCs, including how they can use them in their practice. Specifically, public health dentistry 
relies on care coordinators but private practice dentistry does not. Therefore, it is important to 
engage with stakeholders and clearly express what the program means for the private practice 
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community. Partnering with private practices and placing students there for their internship could 
help express what this model means for the private practice community. Thereafter, once 
employers know about the model, they can help inform potential students and improve student 
recruitment and enrollment. Employers will know how they can use CDHCs to enhance their 
practice and will have an employment opportunity for after students complete the program. After 
the utility of the model is proven to stakeholders, policy change involving payment structures 
may occur that allows doctors to pay for CDHCs and hire them as well.  
 
While CDHC jobs may not currently be available, there are jobs where the CDHC certificate 
could be utilized in dental public health like public health hygienists and navigators. Many 
graduates are unfamiliar with the wording of job descriptions and just need to be better informed.  
 
Limitations of this evaluation include that the CVCC CDHC program is recently developed 
program, so there are few key informants and graduates to collect information from. Only 5 key 
informants were interviewed, which is a small sample size. However, key informants were 
purposefully selected for their sound understanding of the CVCC CDHC program and 
knowledge they could contribute. They were also interviewed separately to limit group think. 
The graduate survey collected 16 complete responses from 34 total graduates. The small sample 
size is less likely to accurately reflect attitudes of the entire population. While the number of 
responses is small for robust statistical analysis, the responses to quantitative questions were 
clean and useful. Also, 16 responses represent almost half of the total population. 
 
Overall, the CVCC CDHC program structure can be improved by creating program specific 
objectives and an advisory board. Modifications to course material and instructional methods can 
help the program better meet its objectives. Enhancing communication between instructors and 
students and among instructors is also important. Nevertheless, increasing stakeholder 
engagement is integral to the implementation and long-term success of the program. Areas for 
further research include evaluating measurable program outcomes specific to the CVCC CDHC 
program. Thereby, statistics can be created showing the utility of graduates in their workplaces 
and help convince stakeholders to support the CDHC model and the CVCC CDHC program. The 
CDHC model is increasingly more important as it expands access to care, and steps can be taken 
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Appendix I. Key Informant Contact Information 
 
Name and Title Email 
Crystal Adams, CVCC CDHC Program Director cadams@cvcc.edu 
Kay H Sitterson, CVCC Dental Hygiene Professor; 
CVCC CDHC Adjunct Faculty 
ksitterson574@cvcc.edu 
Barbara Smith, CVCC CDHC Adjunct Faculty barbara.m.smith@dhhs.nc.gov 
Kelly L Cook, CVCC CDHC Adjunct Faculty kcook428@cvcc.edu 





Appendix II. Key Informant Interview Script 
 
Introduction: As you know, the Catawba Valley Community College Community Dental Health 
Coordinator program’s faculty and staff are interested in improving the program and ensuring its 
long-term success. Therefore, a formative process evaluation is being conducted. This interview 
will help determine program strengths, weaknesses, opportunities, and threats regarding program 
implementation and long-term success. Questions about student recruitment and enrollment, 
course topics, instructional methods, communication, program completion, and graduate 
employment will be asked. The interview will also supplement understanding of the program’s 
structure. This interview contains 10 questions and should not take greater than 45 minutes to an 
hour of your time. Please answer all questions to the best of your ability. The data will only be 
used for the purpose of the evaluation and will be kept confidential. You may choose not to 
answer any question or exit the interview at any time. If you have any questions, you may ask 
me. Thank you for your feedback. We appreciate your time.  
 
1. How do you inform potential students about this program? What are some strengths, 
weakness, and areas for improvement in regards to student recruitment? 
 
2. Given a student has been informed of the program, what are the biggest things that get in 
the way of their enrollment? What are the biggest things that make their enrollment 
possible?  
 
3. Tell me your perspectives on the course topics, especially in regards to preparing students 
to coordinate care.  
a. What topics should be kept?  
b. Is there anything you think should be added? 
c. Is there anything you think should be removed?  
d. Is there anything you think should be changed?  
 
4. Tell me your thoughts on the effectiveness of instructional methods in teaching students 
course content, as well as applied skills.  
a. What methods should be kept?  
b. Is there anything you think should be added? 
c. Is there anything you think should be removed?  
d. Is there anything you think should be changed?  
 
5. How effective are methods of communication between students and instructors… 
a. …inside of class?  
b. …outside of class?  
c. Would you change anything about these methods? If so, what? 
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6. For students who have matriculated into the program, what are the biggest things that get 
in the way of their successful completion of the program? What are the biggest things 
that make their successful completion of the program possible?  
 
7. Are employers hiring for specific jobs as a CDHC or jobs that utilize this certificate? If 
so, what are barriers to graduates finding such jobs and taking them?  
 
8. How effective are methods of communication among instructors? Would you change 
anything about these methods? If so, what? 
 
9. How effective are methods of communication between instructors and stakeholders? 
Would you change anything about these methods? If so, what? 
 
10. What are the biggest challenges that persist for the long-term success of this program?  
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Appendix III. Survey Questionnaire for Program Graduates 
 





I hope this survey finds you well. My name is Parker Norman, and I am contacting you on 
behalf of the Catawba Valley Community College Community Dental Health 
Coordinator (CVCC CDHC) program. The CVCC CDHC program’s faculty and staff are 
interested in improving the program and ensuring its long-term success. Therefore, a 
formative process evaluation is being conducted. This survey will help determine if the 
program is meeting its objectives, as well as program strengths, weaknesses, 
opportunities, and threats regarding program implementation and long-term success. 
Questions will ask about student recruitment, program objectives, course topics, 
instructional methods, and graduate employment. The survey will also supplement 
understanding of the program’s structure. This survey contains 9 questions and should 
not take greater than 10 minutes of your time. Please answer all questions to the best of 
your ability. The data will only be used for the purpose of the evaluation and will be kept 
confidential. You may exit this survey at any time. If you have any questions, please 
contact Parker Norman at parkern@live.unc.edu. Thank you for your feedback. We 
appreciate your time.  
 
1. How did you find out about the CVCC CDHC program? Select any of the following: 
• Search engine  
• Facebook, Twitter, etc. 
• CVCC Dental Hygiene or CDHC Program website 
• American Dental Association (ADA) website  
• ADA CDHC presentation 
• Referral from friend or colleague 
• Other X (type short answer response) 
 
2. Rate the degree to which you agree with each of the following statements on a scale of 1 
to 5, where 1 = strongly disagree, 2 = disagree 3 = neither agree nor disagree, 4 = agree, 
and 5 = strongly agree.  
• The CVCC CDHC program strengthened my ability to collaborate and develop 
community oral health initiatives. 
• The CVCC CDHC program strengthened my ability to collaborate and develop 
oral health programs with other health and social services organizations and 
providers to promote oral health (e.g., Women, Infants and Children Programs, 
Head Start, mental health organizations, healthy baby initiatives, long-term care 
providers, hospices, senior citizen centers, substance abuse clinics, cancer 
societies, chambers of commerce, local businesses, school boards).  
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• The CVCC CDHC program strengthened my ability to collaborate with 
community partners, including telephone management and communication skills.  
• The CVCC CDHC program strengthened my ability to complete and process 
appropriate reimbursement papers and online forms. 
• The CVCC CDHC program strengthened my ability to facilitate basic legal and 
regulatory compliance (e.g., HIPAA, Informed Consent). 
• The CVCC CDHC program strengthened my ability to identify potential emergent 
dental care needs.  
• The CVCC CDHC program strengthened my ability to communicate findings to 
the supervising dentist using electronic or paper transmissions. 
• The CVCC CDHC program strengthened my ability to revise the 
screening/assessment based upon dentist directive. 
• The CVCC CDHC program strengthened my ability to develop a referral 
recommendation and submit it to the dentist for approval. 
• The CVCC CDHC program strengthened my ability to develop an oral preventive 
recommendation and submit it to the dentist for approval. 
 
3. Which one or two course topics have been most valuable to you personally? Please 
explain why each course topic has been valuable in some detail.  
• X (type long answer response) 
 
4. What aspect(s) of the program’s instructional methods have been most valuable to you 
personally? Please explain why each aspect has been valuable in some detail.  
• X (type long answer response) 
 
5. What suggestions do you have to improve the program? 
• X (type long answer response) 
 
6. What is your current job title? Check the answer that most accurately describes your 
current job position.  
• Community Dental Health Coordinator  
• Dentist (DDS, DMD) 
• Dental Hygienist  
• Certified Dental Assistant  
• Dental Assistant 
• Dental Navigator  
• Care Coordinator  
• Administrator 
• Other X (type short answer response) 
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7. Rate the degree to which you agree with each of the following statements on a scale of 1 
to 5, where 1 = strongly disagree, 2 = disagree 3 = neither agree nor disagree, 4 = agree, 
and 5 = strongly agree.  
• The CVCC CDHC program equipped me to develop and implement community-
based oral health prevention and promotion programs in my workplace. 
• The CVCC CDHC program equipped me to collaborate with community partners 
in my workplace. 
• The CVCC CDHC program equipped me to complete and process reimbursement 
papers and forms in my workplace. 
• The CVCC CDHC program equipped me to facilitate legal and regulatory 
compliance (e.g. HIPAA, Informed Consent) in my workplace. 
• The CVCC CDHC program equipped me to prioritize population/patient groups, 
including identifying patient needs, communicating with the dentist, and 
developing recommendations in my workplace. 
• The CVCC CDHC program equipped me to use motivational interviewing to 
influence patients to change oral hygiene behaviors and/or seek out dental care in 
my workplace. 
• The CVCC CDHC program equipped me to address barriers to accessing dental 
care, including connecting patients with reliable transportation, adequate health 
insurance and a provider who accepts that insurance, a provider who speaks the 
same language, etc. in my workplace. 
 
8. After completion of the program, did you ever look for employment as a CDHC? If you 
are currently employed as a CDHC, answer yes to this question.  
• Yes → proceed to the next question 
• No → thank you and end survey 
• I don’t know → thank you and end survey 
 
9. What barriers did you encounter to finding a job as a CDHC? Select any of the following:  
• No such jobs were advertised in my area 
• Salaries were below what I could afford to earn 
• Competition for jobs advertised 
• Workplaces wanted me to be a dental assistant, dental hygienist, dental navigator, 
care coordinator, administrator, or some other job position  
• Other X (type short answer response) → thank you and end survey 
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Appendix IV. Logic Model Meeting Invite Email Script 
 
Hello everyone,   
  
I hope this email finds you well. As you know, the Catawba Valley Community College 
Community Dental Health Coordinator program’s faculty and staff are interested in improving 
the program and ensuring its long-term success. Therefore, a formative process evaluation is 
being conducted.   
  
As part of the evaluation, a detailed logic model is being developed in communication with each 
of you. The logic model will cover candidate recruitment; education and training through the 
program; employment after the program; short-, medium-, and long-term outcomes; and 
connections with external stakeholders and partners. It will be ultimately be used to describe 
program structure. Any lessons learned from developing the logic model may be used to amend 
key informant interview and survey questions used later in the evaluation.   
  
I am contacting you to schedule a meeting to edit the draft logic model I created. The meeting 
will be conducted over Zoom and should take no longer than an hour of your time. It will be 
audio recorded and available for listening to make edits to the model later. If permission is not 
given to record, data will not be utilized. You may choose not to attend the meeting or exit at any 
time. If you have any questions, you may also ask me.  
  
Please let me know of a few dates and times when you are available from Sunday, February 
28 to Tuesday, March 9. Then, I will identify a common time that works for all of us. I will 
send the draft logic model to you at least 2 days before the meeting, so you can think about our 










I hope this email finds you well. As you know, the Catawba Valley Community College 
Community Dental Health Coordinator program’s faculty and staff are interested in improving 
the program and ensuring its long-term success. Therefore, a formative process evaluation is 
being conducted.  
 
As part of the evaluation, key informant interviews are being conducted to help determine 
program strengths, weaknesses, opportunities, and threats regarding program implementation and 
long-term success. Questions about student recruitment and enrollment, course topics, 
instructional methods, communication, program completion, and graduate employment will be 
asked. The interview will also supplement understanding of the program’s structure.  
 
I am contacting you to schedule the interview. The interview will be conducted over Zoom and 
should no greater than 45 minutes to an hour of your time. It will be audio recorded and available 
for listening later, and the data will only be used for the purpose of the evaluation and will be 
kept confidential. If permission is not given to record, data will not be utilized. You may choose 
not to answer any question or exit the interview at any time. If you have any questions, you may 
also ask me.  
 
Please let me know of a few dates and times when you are available in the next week. Then, 
I will identify a common time that works for both of us. I will send the interview questions to 
you 3 days before the meeting, so you can think about our discussion in advance. Thank you for 










Appendix VII. Steps for Utilization of Evaluation Results 
 
• Enhance marketing, perhaps on CVCC websites and through CVCC 
brochures/pamphlets, ADA website (make a list of all CDHC programs), NCOHC 
website, NC Dental Society website, etc. 
▪ Director of Dental CE * 
• Create program objectives that are measurable and specific to the CVCC CDHC program 
▪ Instructors, with help of advisory board * 
• Modify course material and internship 
o Firstly, receive clarification from the ADA regarding what can be changed 
▪ Appointed instructor (after instructor only meeting to discuss curriculum 
modifications) ** 
o Finance module: Add more content about funding information and grant writing, 
as well as filling out insurance and other administrative forms (could potentially 
use material from other CDHC programs) 
▪ Instructors ** 
o Program planning module: Add more content about community profiling, needs 
assessments (generally done by FQHC/local health dept in NC, but vary by state), 
and community program planning, especially with measurable behavioral 
objectives or goals; Add examples from previous student projects and real world 
▪ Instructors ** 
o Internship: Increase partnerships with organizations for student internships, add 
multiple required meetings or assignment deadlines for feedback during 
internship 
▪ Instructors, with help of advisory board ** 
• Modify instructional methods 
o Change PDF material to PPT or hard copy form (create packet and add fee to 
tuition) 
▪ Instructors and CDHC Program Director *** 
o Create multiple assignments to match student learning levels 
▪ Instructors **** 
• Enhance communication 
o Send more announcement emails and/or use google calendar more to remind 
students about assignments  
▪ Instructors * 
o Add regular meetings among instructors, director, director of dental CE 
▪ Instructors, CDHC Program Director, Director of Dental CE * 
o Engage with advisory board and stakeholders 
▪ Instructors, CDHC Program Director, Director of dental CE * 
o Influence better use of discussion boards  
▪ Instructors ** 
• Create and utilize an advisory board (Potentially could consist of NC Oral Health 
Collaborative; Kintegra Health; NC Dental Society; NC dental schools, including UNC, 
ECU, dental hygiene, and dental assisting schools)  
▪ Instructors, Director, Director of Dental CE * 
• Engage stakeholders (partly done through engaging the advisory board) 
▪ Instructors, Director, Director of Dental CE * 
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*: first priority; aim to complete by the end of August 2021 
**: second priority; aim to start by the end of September 2021 
***: third priority; aim to start during January or February 2022 
****: fourth priority; aim to start during June or July 2022, if actually carried out  
Instructors: Kay Sitterson, Barbara Smith, Kelly Cook 
CDHC Program Director: Crystal Adams 
Director of Dental CE: Nikki Hicks 
 
 
